DR. WILSON said he was concerned with the neurological side of the case, because he thought some light came from that side. The story was that the man had had a gradual onset of the trophic lesions on the hands and feet during eighteen months. He had lived a good deal abroad-in India and Africa-and had been travelling officially on P. and 0. boats for a long time. There were indications of involvement of his peripheral nerves; he had definite therm-anaesthesia in the legs as far as the knee on the right side, and below the knee on the left side; always essentially insular or patchy-i.e., not correspondin2g to any particular segment of the spinal cord. He also had therm-anwesthesia in the hands, though not so marked; there was slight diminution of appreciation of pin-prick over his feet, insular in character, and not corresponding to parts where the skin was thicker than usual. He felt a-touch everywhere over his limbs, except where the skin was thick and interposed a mechanical reason for reduced perception. His localisation and muscular sense were preserved. Another important point was absence of the Achilles-jerk on both sides, while the kneejerks were normal. The plantar responses were of the flexor type. There was no evidence that in this case one was dealing with a central lesion. In the ordinary course, it might be thought the case was one of syringomyelia, but for the following reasons he did not think it was so: (1) The alterations of sensation were essentially of peripheral type, and there was no segmentation in the distribution of the forms of anesthesia, a point of considerable significance. (2) In cases of syringomyelia, if there was change in the reflexes they were, as a rule, exaggerated, and in some cases there was marked spasticity with ankle clonus and an extensor response. This case, however, showed the opposite condition. (3) Passing to matters of opinion, he did not think this man's face was quite normal; there seemed to be a slight I Shown at the last meeting (March 18); see Proceedings, p. 122.
Dr. PERNET said he had seen one or two cases of diabetes insipidus in syphilitic patients, but before the days of salvarsan the treatment of the syphilis by mercury did not lead to any improvement to speak of. It would be instructive to see the case again after treatment from the syphilitic standpoint.
Case for Diagnosis.' By S. E. DORE, M.D., and S. A. KINNIER WILSON, M.D. DR. WILSON said he was concerned with the neurological side of the case, because he thought some light came from that side. The story was that the man had had a gradual onset of the trophic lesions on the hands and feet during eighteen months. He had lived a good deal abroad-in India and Africa-and had been travelling officially on P. and 0. boats for a long time. There were indications of involvement of his peripheral nerves; he had definite therm-anaesthesia in the legs as far as the knee on the right side, and below the knee on the left side; always essentially insular or patchy-i.e., not correspondin2g to any particular segment of the spinal cord. He also had therm-anwesthesia in the hands, though not so marked; there was slight diminution of appreciation of pin-prick over his feet, insular in character, and not corresponding to parts where the skin was thicker than usual. He felt a-touch everywhere over his limbs, except where the skin was thick and interposed a mechanical reason for reduced perception. His localisation and muscular sense were preserved. Another important point was absence of the Achilles-jerk on both sides, while the kneejerks were normal. The plantar responses were of the flexor type. There was no evidence that in this case one was dealing with a central lesion. In the ordinary course, it might be thought the case was one of syringomyelia, but for the following reasons he did not think it was so: (1) The alterations of sensation were essentially of peripheral type, and there was no segmentation in the distribution of the forms of anesthesia, a point of considerable significance. (2) In cases of syringomyelia, if there was change in the reflexes they were, as a rule, exaggerated, and in some cases there was marked spasticity with ankle clonus and an extensor response. This case, however, showed the opposite condition. (3) Passing to matters of opinion, he did not think this man's face was quite normal; there seemed to be a slight commencement of involvement of the skin of the face, an approximation to the leonine facies, which was not found in syringomyelia. He could not say there was definite thickening of the peripheral nerves; but he was inclined to regard the case as one of lepra. It was undesirable to emphasise the dissociation ancesthesia, because that was not pathognomonic: it was met with in vari6us pathological conditions. The view he had expressed tentatively was the result of a summary of the points presented by the case. He might take an opportunity, at a later date, of making a histological examination of some peripheral nerve or a part of the skin, which, however, did not show anything approximating to nodular formation.
DISCUSSION.
The PRESIDENT said members would recollect that the diagnosis of Dr.
Kinnier Wilson was that generally adopted at the last meeting of the Section. His own remarks as to the possibility of a syringomyelia were made primarily to raise a debate, and were based upon a case of that disease he had seen in which the hands were affected in a manner similar to that exhibited by the patient under discussion.
Dr. P. S. ABRAHAM said he would not venture a decided opinion in an early case of leprosy without a very thorough examination. He had not done more than casually look at the present patient, and then his first idea was that it was a case of acromegaly. The man seemed to have no loss of sensation, and he (the speaker) could inot feel any thickening of nerves. Moreover, if this were leprosy, one would expect the man to show some marks of it, not only patches of anesthesia or paresthesia, but pigmentary changes in some region of the skin. The tongue seemed syphilitic. The case illustrated the difficulty of diagnosing leprosy in an early stage. He confessed that it did not strike him at first sight as a case of leprosy.
Dr. PERNET thought the patient's facies was suggestive of lepra, and there was something about the man's appearance which made one instinctively think of leprosy. Dr. Wilson had refrained from laying stress on the bullous condition of the feet, which was a very important feature of the case. With regard to the dissociations of sensation, he possessed diagrams of a case he had had under his care with the late Dr. Radcliffe Crocker.1 That case was one of advanced nodular leprosy. Dr. Wilson might be interested in the diagrams. Dr. Pernet would also call Dr. Wilson's attention to two papers in Lepra.' Leprosy "Skin Notes " (under L), 1897. began in such insidious ways that one must not be put off one's guard because the case was not a straightforward one in the early stages. The man had also been in leprosy districts. A good nerve to investigate was the external popliteal. It was worth while giving iodide of potassium in order to promote the flow of mucus from the nose, and examining the resulting discharge. The contents of the bullae should also be investigated.
Dr. MAcLEOD said that he did not see any definite evidences of leprosy. He did not regard the features as leonine, and observed that leonine features resulted from nodular leprosy of the face. This case, if it were leprosy, was a nerve case, and there were no signs of nodules. He considered that it was not unusual for the hands and feet to be symmetrically involved in nerve leprosy without any thickening of the nerves or cutaneous lesions.
Dr. KINNIER WILSON, in reply, reminded the meeting that he disclaimed any dogmatic statement about the case.
Cultures from a Case of Favus of Glabrous Skin.' By S. E. DORE, M.D.
DR. DORE said that as the cultures were not regarded as typical of Achorion Quinckeanum, he was requested by the Section to grow them on Sabouraud's medium. He thought the result was still unsatisfactory in regard to the diagnosis of Achorion Quinckeanum. Some of the cultures had been grown at Westminster Hospital, by kind permission of Dr. Hebb, on Sabouraud's solmedia (Chopping), and he (Dr. Dore) had also grown some on the same medium. The former all grew as a white, downy button with fine, radiating branches, but in his culture there were concentric rings, as described by Sabouraud in old cultures of Achorion Quinckeanu'm. He thought this was important as showing the great variety ringworm cultures might assume according to varying conditions of temperature, culture media, &c.
Dr. MAcLEoD said he did not think the culture was Achorion Quinckeanum. He showed a typical culture of that fungus which was more luxuriant and fluffy, and he thought that Dr. Dore's culture was probably a faviform trichophyton.
Dr. BOLAM said he did not regard the cultures as Achorion Quinckeanum.
